INTRODUCTION CASE REPORT CASE 1
A 52-year-old male patient was admitted to our department with a three-day history of severe abdominal pain, distension, anorexia, vomiting, and constipation. On the physical examination, he was pale with abdominal distension and tenderness. Plain abdominal X-rays and abdominal ultrasound showed dilated small intestinal loops with multiple air-fluid levels. The laboratory data were hemoglobin 12.4 g/dl, white blood cell count 24,700/ml, and platelet count 26,600/ml. The liver function tests and urinalysis were normal. The patient underwent an exploratory laparotomy in our department. Approximately 50 cm of the distal jejunum showed ischemic condition and partial necrosis, and the proximal jejunum was dilated; the distal jejunum mesentery was also thickened with ischemic appearance. Ischemic and necrotic segments of the jejunum and mesentery were removed ( Figure 1 ). The biopsy of the pathological specimens with paraffin section showed fat necrosis, sclerosing fibrosis and inflammatory cells in the mesentery and transmural necrosis of the small bowel wall. This case was diagnosed with MP. The patient did not take immunosuppressive drugs and recovered well after the operation without any digestive discomfort. No recurrence of the MP was observed during 22 months of follow-up.
CASE 2
A 69-year-old female patient was admitted on an emergency basis with a one-day history of acute abdominal pain, distension, anorexia, and general weakness. Medical history of this patient included hypertension for eight years. The physical examination showed abdominal tenderness and abdominal distension. Laboratory investigations showed hemoglobin levels at 11.2 g/dl, a white blood cell count of 14,300/mm 3 , and platelet cell count 280,000/mm 3 . Bilirubin levels, hepatic and pancreatic enzyme levels and renal function tests were normal. Plain abdominal X-rays showed dilated small intestinal loops with multiple air-fluid levels. Spiral CT scan showed small intestinal dilatation and free fluid in the pelvic region with intraabdominal spread. The patient underwent an exploratory laparotomy in our department in October 2008. Approximately 60 cm of the distal jejunum and proximal ileum showed ischemic condition and partial necrosis, proximal jejunum segments were dilated, and all of the jejunal mesentery was thickened and ischemic. Ischemic and necrotic segments of the jejunum and mesentery were removed. In the histological evaluation, the excised specimen was described as benign adipose tissue with non-specific inflammatory infiltrates, fat necrosis in the mesentery and transmural necrosis of the small bowel wall ( Figure 2 ). The postoperative course was good, and the patient was discharged nine days after the operation. This case was diagnosed as MP. The patient did not take immunosuppressive drugs and recovered well after the operation without any digestive discomfort. No recurrence of the MP was observed during 18 months of follow-up.
CASE 3
A seven-year-old previously healthy boy was admitted to our hospital with severe abdominal pain, abdominal distension and vomiting for about two days. On initial assessment, he had elevated temperature (39.2°C). Distension and tenderness were present upon superficial and deep palpation of the abdomen. Abdominal ultrasound and X-rays showed dilated small intestinal loops with multiple air-fluid levels. Laboratory studies showed hemoglobin level at 14 g/dl, white blood cell count of 35,000/mm 3 , and platelet cell count of 536,000/mm 3 . The liver function tests and urinalysis were normal. A laparotomy was performed through a midline incision in our department in October 2008. A jejunal segment of 50 cm showed ischemia with partial necrosis. Ischemic and necrotic segments of the jejunum and mesentery were removed. In the histological evaluation, the mesentery and small intestine showed fat necrosis, sclerosing fibrosis and necrotic bowel wall (Figure 3 ). This case was diagnosed with MP. The patient did not take immunosuppressive drugs and recovered well after the operation without any digestive discomfort. No recurrence of the MP was observed during 18 months of follow-up.
DISCUSSION
Mesenteric panniculitis (MP) is a rare disease of unknown etiology that is characterized by idiopathic inflammation and fibrosis of the adipose tissue of the intestinal mesentery (1,3,10,12 ). The use of drugs, trauma or ischemia of the mesentery, malignancy, autoimmunity, avitaminosis, pancreatitis, and a history of abdominal surgery have been suggested as possible causative factors (1, 3, 10, 12) . In our cases, no associated condition could be identified. MP has been reported in the literature using a variety of terms: mesenteric manifestation of Weber-Christian disease, retractile mesenteritis, sclerosing mesenteritis, liposclerotic mesenteritis, and isolated lipodystrophy of the mesentery. Whether all these terms represent histological variants of the same or a related process of a single clinical entity is not entirely clear. In histopathological terms, the preferred terminology is sclerosing mesenteritis. The different terminology used represents the different histological features found, despite the clinical entity being the same (2, 6, (11) (12) (13) (14) . The disease is more common in men, with a male/female ratio of 2-3/1, and the incidence increases with age (8, 10, 15) . In over 90% of cases, MP affects predominantly the mesentery of the small intestine (2,10). The disease progresses through three histological stages (13) . The first stage is degeneration of mesenteric fat (mesenteric lipodystrophy). In this stage, acute inflammatory signs are minimal or non-existent, and the disease tends to be clinically asymptomatic. In the second stage, inflammatory reaction (MP), the most common symptoms include fever, abdominal pain and malaise. The final stage is fibrosis of the adipose tissue (retractile mesenteritis), and in this stage, disease leads to the formation of abdominal masses and obstructive symptoms. In most patients, the conditions consist of a combination of chronic inflammation, fat necrosis and fibrosis (6, 7, 10, 13) .
Clinical manifestations of MP are non-specific. The disease is often asymptomatic. The various clinical characteristics include abdominal pain, diarrhea, nausea, vomiting, constipation, anorexia, weight loss, fever, intestinal obstruction or ischemia, ascites, pericardial and pleural effusion, and abdominal mass (3, (6) (7) (8) 10 ). In our cases, the presentation was complex, with the patient presenting with acute abdomen and then requiring emergency abdominal surgery. Diagnosis of MP may be complex and difficult. Because MP is a very rare condition, special clinical manifestations and typical signs are lacking. The laboratory findings are mostly unhelpful in the diagnosis, and radiological features are non-specific (3, 6, 9, 14) . Therefore, MP can be misdiagnosed easily not only by surgeons and radiologists, but also by pathologists (1). In addition, biopsy and histological confirmation may be necessary for a definitive diagnosis (5, 6, 10, 13) . The radiological features are non-specific. Infectious, ischemic, neoplastic, and other inflammatory situations may give rise to similar findings. MP has been best diagnosed radiologically with CT F Fi ig gu ur re e 2 2. . Nonspecific inflammatory infiltrates, fat necrosis in mesentery.
F Fi ig gu ur re e 3 3. . Fat necrosis, sclerosing fibrosis and necrotic bowel wall.
scan and magnetic resonance imaging (MRI) (5) (6) (7) . MP usually appears as a soft tissue density in the base of the small bowel mesentery, and the CT features of this disease correlate well with pathologic findings (7, 10, 11) . One of our patients had been examined with CT scan but there was no sign about the mesentery.
Our three cases showed different presentations, and the MP diagnosis was made postoperatively in all patients. Although the disease has a chronic nature, there was an acute condition requiring emergent surgery in our patients. All patients underwent segmental small bowel resection because of ischemia and necrosis of the small bowel and mesentery. There had been no mass causing obstruction and necrosis, and all patients were diagnosed as MP based on histopathological examination.
In conclusion, MP is a non-specific, predominantly benign inflammatory process usually involving the mesentery of the small intestine. MP is a rare disease that occurs independently or in association with other diseases. On gross examination, the alterations may be mistaken for neoplastic or ischemic processes. Diagnosis of this non-specific, benign inflammatory disease is a challenge to gastroenterologists, radiologists, surgeons, and pathologists. The frequency of disease might be higher than reported. If the inflammatory process has an aggressive course in MP, it will occasionally result in a fatal outcome. Nevertheless, it usually has a benign course and a favorable outcome. Approximately 50% of the patients might not require any treatment, and those with non-obstructive or non-ischemic symptoms might benefit from antiinflammatory or immunosuppressive agents. Intestinal ischemia or intestinal obstruction caused by MP may require laparotomy. When the disease is found intraoperatively, a frozen section study is warranted. Because the natural history of MP is usually benign, a radical resection is unjustified. When the advanced inflammatory changes become irreversible, especially in the case of bowel obstruction or ischemia, we recommend partial resection. Overall prognosis is usually good and recurrence seems to be rare.
